Family

FAMILY SERVICE PLAN

(Parent(s) should sign and date this form each time there is a change in services)

* Parent please initial each service

Identified Intervention Start/End
Service-Provider Date

Location

Frequency/
Intensity

Cost/Rate

Funding
Source

Service Coordinator:

Annual Cost of Plan to County:

Annual Cost of Plan to Family:

Consent to Access Insurance D Yes

MA (HMO):

These services will be reviewed by: (Date):

Private):

Parent/Guardian Signature :

Date:

Parent/Guardian Signature:

Approval:

Date:

Revised: 10/98 APPENDI X H (Fond du Lac County DSS)




‘S IFSP TEAM

Name Relationship/Role Telephone Address

Family Member

Family Member

Family Member

Family Member

Service Coordinator

| understand that my signature permits the above team members to share and exchange verbal and
written information on behalf of my child (including assessments, evaluations and therapy progress
notes), in order to provide services. | also understand that | may revoke consent at any time.

Parent Signature Date

APPENDI X H (Fond du Lac County DSS)



Date

Ongoing Assessment of

Employmen/Income:

Housing:

Food:

Clothing:

Other Expenses:

Financial Management:

Family Supports: Medical: Parenting:
Community Supports: Mental Health:
Other Supports: Barriers/Gaps: Child Care:

* Create tools to complete the assessment.

Revised: 10/98

APPENDI X H (Fond du Lac County DSS)




Date Page
GOAL:
KEY: MO=Met Objective =~ OG=0On Going
Objective: MO/OG
Why is this important?
Strategies:
Who will help?
Objective MO/OG

Why is this important?

Stratenies:

Who will help?

Success will be measured by:

Revised: 7/98
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